Hiemangiopericytoma of the Uterus T G McCarthy1 FRCS MRCOG
Woman aged 39. Presented at the gynecological clinic in 1966, with primary infertility. In 1967, a soft posterior wall fibroid was enucleated from the uterus. The only abnormal result from full infertility investigation was one curettage specimen which showed an area of atypical hyperplasia and some cystic glandular change in the endometrium.
In 1972, a curettage was performed for amenorrhcea, but within one month, the patient was readmitted with sudden uterine enlargment and lower abdominal pain. Laparotomy showed a uterus which was the size of a fourteen-week pregnancy and apparently contained a soft fibroid. The serosal surface of the uterus, however, was studded with hwmorrhagic polyps (Fig 1) , which were present at other sites on the pelvic peritoneum, and also at one place on the sigmoid colon where it looked like a gangrenous appendix epiploica. Total abdominal hysterectomy and left salpingo-oophorectomy were performed together with biopsy of two peritoneal seedlings. Histology (Dr H P Ferreira): the fibroid-like mass and the seedlings both proved to be haemangiopericytomata (Fig 2) . Postoperative radiotherapy with 4000 R over thirty days was given using 60Co and the patient is free of recurrence six months after operation. (Pedowitz et al. 1954 ) with stromatous endometriosis have made all estimates of malignancy of this tumour speculative.
However, the largest personal series is that of Green et al. (1970) who found that only one of their 13 patients died, and that this death was probably due to a coincident endometrial carcinoma. Infiltration only occurred locally in 3 of their patients and they claimed that no deaths had been reported from uterine htemangiopericytoma. Woodruff (1970) After five days, and when the patient was three days before term, she was admitted with ruptured membranes. The fetal head was not engaged and the amniotic fluid was stained with meconium. Infected lesions were still present in the vulva and vagina. However, as the fetal heart rate and rhythm were satisfactory labour was allowed to progress. Over the next few hours, good contractions developed, but the cervix did not dilate and the fetal head failed to descend into the pelvis. After five hours definite signs of fetal distress were seen on the cardiotocograph and Cmsarean section was performed 6j hours after membrane rupture.
In the puerperium, despite prophylactic antibiotics, the mother developed a pyrexia which reached 40°C and did not settle for seven days. No clinical or bacteriological cause for the fever could be found. On the third day of the puerperium the vulval lesions were vesicular and fluid from them yielded herpesvirus hominis type 1 on virus culture.
The infant was female and weighed 2.96 kg at birth. She was severely asphyxiated and required
